Introduction
Serologic tests for several needlestick injury associated disease such as hepatitis B and C, human immunodeficiency virus were conducted and negative results were reported. Intravenous injections of vancomycin and piperacillin/tazobactam were administrated for infection control. However, the soft tissue necrosis became more progressed, with turbid pus formation (Fig. 3) . The adjacent suprapubic area and both inguinal areas became inflamed with skin redness. Aggressive debridements extending into the adjacent areas were performed 3 times under general anesthesia. During the first aggressive debridement, the surrounding skin margin and inner necrotic tissue were debrided (preserving both spermatic cords), and the defect was found to extend into the suprapubic area. During second and third aggressive debridements, the inner inflamed soft tissue under both inguinal areas was progressively debrided and the tunica vaginalis was opened on both sides. The infection on the penis, scrotum, suprapubic area, and both inguinal areas was finally controlled, 5 weeks after the initial debridement ( Fig. 4 ).
Reconstruction of this complex structure was performed using multiple methods. The penile shaft and suprapubic area were covered by a split-thickness skin graft. To cover the scrotal defect, reconstruction with bilateral pudendal thigh flaps was performed ( Fig. 5 ). Both superficial perineal arteries were preoperatively identified using a hand-held Doppler. The flaps were elevated at the subfascial plane, and the do-nor sites were closed primarily. On postoperative day 1, minor distal flap congestion was observed in the left flap tip area, which was salvaged using 4% lidocaine topically, resulting in a small eschar formation (Fig. 6 ). Additional eschar debridement revealed partial-thickness skin loss and a primary clo- sure was performed without tension ( Fig. 7) . The patient gradually ambulated in a standing position at 1 week postoperative and sat on a toilet at 2 weeks postoperative. 
Discussion
In the present case, Oramedy ointment injected into the perineal area resulted in widespread acute inflammation, not only affecting the genital area, but also affecting the adjacent suprapubic and both inguinal areas. Oramedy ointment is mainly used to control intraoral ulcers; 1 g contains 1 mg of TA and other emollient, protectant agents. TA reduces pain and inflammation and is an intermediate-acting glucocorticoid used for dermatoses, allergic rhinitis, and other oral inflammations, including aphthous stomatitis [5] . In addition, TA injections have been reported to reduce the size of rheumatoid nodules in patients with rheumatoid arthritis and are widely used in tenosynovitis [6, 7] . The injection of TA in the perineal area is rare; its use other than that as an ointment for oral wounds has not been reported.
Despite daily dressings with irrigation and intravenous antibiotics, the local inflammatory changes in the penis and scrotal area were not controlled and progressed to widespread perineal inflammation accompanying skin and soft tissue necrosis. This devastating result could be caused by TA itself or by the other additive materials in the ointment. Complications involving inflammation or tissue necrosis after a corticosteroid injection have been reported [7] . Necrotizing fasciitis has occurred after an injection of TA into the greater trochanteric bursa and trigger finger [6] . Furthermore, epidural injections of TA can induce discitis or osteomyelitis [6] . Wide digital necrosis, potentially resulting from a direct TA injection into the digital arteries, has also been reported [7] . TA injection may also cause acute retinal necrosis with photopsia, photosensitivity, and blurred vision [6] . In vitro situations have shown that exposure to TA decreases mesenchymal stromal cells in a curvilinear pattern [8] . However, contamination could have contributed to the present case, as the injection was performed in a non-sterile situation. Contaminated corticosteroid injections resulting in a multi-state fungal outbreak have been reported [6] . In the present case, the patient and his friend injected each other; his friend had no significant symptoms, which may imply that a contaminated needle or the ointment itself was the major source of inflammation.
Perineal reconstruction is challenging because the shape has a complex structure and is highly related to function [9] . In many cases, free or local flaps are required for reliable perineal coverage [10] . The pudendal thigh flap is an axial pattern flap pedicled by the superficial perineal artery and can be used bilaterally [11] . It is reliable and has a rich vas-cular supply [11] . The pudendal thigh flap preserves partial erotic sensation, potentially allowing normal sexual intercourse, and the donor site can be closed primarily [11, 12] . In the present case, both donor sites were easily closed, undermining the side of lateral thigh at the subcutaneous plane with minor dog ear deformities.
In conclusion, foreign material injections for penile augmentation are mainly conducted by laymen in contaminated situations [1] . Education regarding the disastrous side effects is desperately needed. This rare case showed the devastating results of self TA injection in non-sterile environment and favorable reconstruction outcome with multiple modalities including penile skin grafts and bilateral local flaps which successfully cover the complex three dimensional perineal areas.
